Objective: The aim of this study was to identify problems experienced by psychologists involved in cancer and palliative care and consider an education system for psychologists. Methods: We conducted a questionnaire survey of psychologists involved in cancer care and palliative care. At the 403 facilities, 419 psychologists who received the questionnaire were asked to fill it out anonymously. A total of 294 people (61 male, 233 female, average age + SD ¼ 36.3 + 9.4) responded about troubles and hardships actually faced by psychologists working in cancer care. We performed qualitative content analysis of free responses. Results: We obtained the following five categories: 'Hospital system', 'Psychologist role and specialization (ambiguity of the role expected of psychologists and problems arising because psychologists are not nationally licensed)', 'Collaboration with other medical professionals (problems with the method of requesting psychologist cooperation and problems of consultation and liaison work within the hospital)', 'Specialized support provided by psychologists (difficulty of interaction with patients and their families, inadequate provision of psychological support in cancer care, problems related to death care and lack of psychiatric knowledge)', 'Stress faced by psychologists (psychologist's isolation and anxiety, psychologist's internal conflicts, psychologist burnout and helplessness and psychologist self-improvement)'. Conclusions: Psychologists must acquire at least a minimal level of medical knowledge and understanding of cancer treatment. Furthermore, they require training through specific case studies in order to facilitate collaboration with other medical professionals and concrete training in aspects of psychological support that are specifically tailored to cancer treatment through case studies.
INTRODUCTION
The Basic Plan for Cancer Control Measures of 2009 emphasizes the alleviation of physical symptoms and provision of support for psychological problems from the early stages of treatment. In addition, providing appropriate support, including emotional care, to both cancer patients and their families is also highly valued. Thus, in the future, psychologists, along with psycho-oncologists are expected to increasingly contribute to cancer care and palliative care. Iwamitsu et al. (1) conducted focus group interviews of physicians and nurses about the roles of psychologists in palliative medicine; in particular, the roles demanded by the palliative care team were a major focus. They found that psychologists are expected to communicate with other medical professionals based on their broad knowledge of cancer treatment and utilize their expertise in psychology to provide psychological support to patients and family members, as well as other medical professionals. Unfortunately, the number of psychologists who can actually perform these functions is limited, and this is becoming a challenge for psychologists in cancer care, in Japan.
Meanwhile, following specific recommendations by the National Council for Hospice and Specialist Palliative Care Services (2) to include a psychologist as a member of the hospital palliative care team, psychologist involvement is slowly increasing in Western countries (3) . In many Western countries, particularly in the UK, the role of psychologists has developed as one of assessment, therapy and consulting, within their relatively new post in the hospice setting (4) . Consequently, having a psychologist as part of the multidisciplinary team has enhanced the psychological component of palliative care within the hospice setting. This is not surprising, given that psychologists in the UK must complete academic and professional training (5) . Psychologists in countries such as Sweden, Australia, Korea and China are certified by the national government, while psychologists with Ph.D. degrees and intern training experience in the USA are certified by each state (6, 7) . However, Japanese psychologists are not certified by the national government, and they receive only 2 years of post-baccalaureate education, which is much shorter than that required in other countries. They undergo a multidisciplinary, cross-sectional certification process first pioneered primarily in the field of education. For this reason, psychologists working not just in cancer treatment, but across multiple fields of medical treatment, are in a precarious position. Among them are many psychologists working in the field of mental health, where the demands are high. Physicians have indicated problems with awareness, expertise and educational background of psychologists, including the lack of knowledge of medical science and treatment (8 -10) .
Quite a few psychologists working in cancer care are unsure about their own roles. Furthermore, many psychologists involved in cancer care have not fully mastered the knowledge and skills of the field. According to Kodama et al. (11) , 70% of psychologists in cancer care are unsatisfied with limited training opportunities in/out of their hospitals, and 80% are not supervised by faculty of certified graduate schools on clinical psychology. The education system for cancer care psychologists remains inadequate, and thus psychologists working in these circumstances are thought to face numerous difficulties. In June 2012, the Japanese Ministry of Health, Welfare and Labour emphasized the importance of education for psychologists in cancer and palliative care with the basic plan to promote cancer control programs. However, a few studies have examined psychologist troubles and hardships in the cancer care setting, and little qualitative and systematic studies exist on education programs for cancer care psychologists.
Given the above, we conducted a questionnaire survey of psychologists involved in cancer care and palliative care. We analyzed specific responses about troubles and hardships actually faced by psychologists working in cancer care, with the aim to identify problems experienced by psychologists involved in cancer and palliative care and consider an education system for psychologists.
PARTICIPANTS AND METHODS

PARTICIPANTS
Subjects were cancer care psychologists at a total of 1185 facilities as of June 2009 (the time the research was conducted). These included 315 cancer center hospitals and 834 other designated clinical teaching hospitals and university hospitals. Because it is not possible to identify the above psychologists specifically, we used a double-envelope system. Briefly, we sent one copy of the questionnaire form for facility representatives, a request for participation in the study, and an explanation of the study to representatives of the 1185 facilities. We also mailed five copies of the questionnaire form to psychologists involved in cancer care, a request for participation in the study, and an explanation of the study to psychologists.
First, we asked the institution representatives to note (on the questionnaire form for facility representatives) the affiliation and number of psychologists working at the facility, and the number and area of affiliation of psychologists to whom the psychologist questionnaire was actually distributed. Of the total of 1185 facilities, 403 facilities responded (response rate: 34%). Among the 403 facilities, 136 employed no psychologists, and 267 employed psychologists, of which 326 were full-time and 164 were part-time psychologists, for a total of 490 psychologists.
Furthermore, at these 267 facilities, 419 psychologists thought to be involved in cancer care were actually given the questionnaire. Psychologists who received the questionnaire were asked to fill it out anonymously and return it. The study was explained in writing to representatives and psychologists involved in cancer care, and replies were regarded as consent to participate. Of the 419 given the questionnaire, 401 psychologists replied (response rate: 95.7%). We analyzed the data received from these 401 psychologists (89 male, 310 female, 2 unspecified; average age 37.2 + 9.5).
This study was approved by the ethics committee of the Kitasato University School of Medicine.
QUESTIONNAIRE
The questionnaire targeting psychologists involved in cancer care was designed according to a literature review and exchanges of opinion with psychologists with 5 or more years of experience in cancer care, professionals with experience in psycho-oncology and researchers. The questionnaire was divided into five main areas: We analyzed troubles and hardships experienced by psychologists working in cancer care based on their responses to questionnaire areas 1 ('basic attributes') and 5 ('problems confronting psychologists working in cancer care').
PROCEDURES
Participants were asked to fill out the questionnaire voluntarily following the written explanation. The returned questionnaire within 2 weeks was regarded as consent.
OVERVIEW OF ANALYSIS
In order to investigate the potential differences in basic attributes between those who filled out the free response section about troubles or hardships actually experienced while working in cancer care (hereafter, 'free response group') and those who did not (hereafter, 'no-response group'), we divided respondents into two groups, calculated the average + SD of age and years of clinical experience for each group, and performed a t-test. Next, to examine whether the existence of free responses were affected by sex (male or female), form of employment (part-or full-time), existence of a palliative team (yes or no) and participation in the palliative team (yes or no), the x 2 test was performed for each of these factors.
We performed qualitative content analysis of free responses about troubles or hardships actually experienced while working in cancer care by referencing methods used by Mayring (12) . First, two of the five analysts each extracted the key expressions and content from the responses of 192 psychologists. Next, names (code names) were attached to expressions and content, and similar contents were coded. Based on this, similar codes were aggregated and categorized, and category names were given. Finally, two analysts and one researcher in psychology and two psychologists checked and discussed the codes and categories repeatedly until an agreement was reached, and content validity was examined.
RESULTS
BASIC ATTRIBUTES IN PARTICIPANTS
On the question of troubles or hardships actually experienced while working in cancer care, there were 107 people in the no-response group (28 male, 77 female, average age + SD: 39.4 + 9.5) and 294 people in the response group (61 male, 233 female, average age + SD: 36.3 + 9.4). Average number of years of clinical experience + SD was 13.1 + 10.1 in the no-response group and 10.2 + 8.8 in the free response group. An average number of years of medical experience + SD were 11.2 + 9.6 in the no-response group and 9.1 + 8.5 in the free response group. An average number of years in cancer care + SD was 3.4 + 4.3 in the no-response group and 3.1 + 3.3 in the free response group. The t-test found no difference between the two groups with regard to these attributes. The x 2 test was performed for sex as well between free response (no-response group and free response group) and sex (male, female), but no bias in incidence was found. The x 2 test performed for free response (no-response group and free response group) and form of employment (part-time, full-time) found that there were 75 full-time psychologists and 30 part-time psychologists in the no-response group, and 213 full-time psychologists and 74 part-time psychologists in the free response group, but no bias between them in the incidence. In the no-response group, 76 psychologists had a palliative team and 27 did not. In the free response group, 265 psychologists had a palliative team and 25 did not. The x 2 test results to examine the presence of responses (no-response group, free response group) and presence of a palliative team (no team group, team group) revealed a bias in the incidence. In the free response group, the incidence of workplaces with palliative care teams was high at roughly 90%, while the no-response group showed a low incidence of workplaces with palliative care teams, at slightly .70% (P , 0.05). Similarly, for participation in the palliative care team, the no-response group had 46 people who had not participated in a palliative care team, while 57 had. On the other hand, in the free response group, 77 people had not participated in a palliative care team, while 211 had. The x 2 test performed for responses (no-response group, free response group) and palliative team participation (no participation group, participation group) revealed a bias in the incidence. While participation in a palliative care team was .70% in the free response group, that in the no-response group palliative care team was ,50% (P , 0.05).
TROUBLES AND HARDSHIPS
The following five categories were obtained in qualitative analysis of the free responses: 'Hospital system',
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Troubles and hardships in psychologists 'Psychologist role and specialization', 'Collaboration with other medical professionals', 'Specialized support provided by psychologists' and 'Stress faced by psychologists'. In the 'Hospital system' category, the following two subcategories were extracted: (i) hospital or organization problems and (ii) problems with working arrangements (Table 1 ).
In the second category 'Psychologist role and specialization', three subcategories were extracted: (i) ambiguity of the role expected of psychologists, (ii) problems arising because psychologists are not nationally licensed and (iii) lack of clarity regarding psychologist specialization (Table 2 ).
In the third category 'Collaboration with other medical professionals', four subcategories were extracted: (i) problems with the method of requesting psychologist cooperation, (ii) problems related to the palliative care team, (iii) problems of consultation and liaison work within the hospital and (iv) problems of communication between medical staffs (Table 3 ).
In the fourth category 'Specialized support provided by psychologists', five subcategories were extracted: (i) difficulty of interaction with patients and their families, (ii) inadequate provision of psychological support in cancer care, (iii) problems related to death care, (iv) lack of medical knowledge and (v) lack of psychiatric knowledge (Table 4 ).
In the last category 'Stress faced by psychologists', four subcategories were extracted: (i) psychologist isolation and anxiety, (ii) psychologist internal conflicts, (iii) psychologist burnout and helplessness and (iv) psychologist selfimprovement (Table 5) .
DISCUSSION
We extracted the following five categories from qualitative analysis of the difficulties faced by psychologists: 'Hospital system', 'Psychologist role and specialization', 'Collaboration with other medical professionals', 'Specialized support provided by psychologists' and 'Stress faced by psychologists'. We will discuss each of these categories and examine an educational program for psychologists aimed at addressing these issues.
First, the 'Hospital system' category includes subcategories encompassing difficulties associated with 'problems related to the hospital organization' (e.g. lack of manpower and a full-time psychiatrist position), and 'psychologist working arrangements' (e.g. psychologists cannot work properly due to the part-time status). In the 'Psychologist role and specialization' category, subcategories include the 'ambiguity of the role expected of psychologists', as other medical professionals do not understand or have different expectations for the roles played by psychologists; 'problems arising because psychologist are not nationally licensed', leading to the inconsistent manner in which psychologists are treated and 'the lack of clarity regarding psychologist specialization' because other medical professionals do not understand psychologist specialization in cancer treatment, or psychologists do not know how to make other medical professionals understand their specialization. In examining the causes of these problems, the lack of certification by the Lack of economic independence 
national government has previously been identified as a contributing factor, alongside other weaknesses in the psychology education system (13) . Due to the lack of state certification, psychologists participating in medical treatment are not fully covered by the medical insurance remuneration system (14) . Consequently, psychologists working in the medical field are often left in a precarious position. It is likely that this lack of national certification also adds to the difficulty of other medical professionals understanding the area in which psychologists specialize. In fact, psychologists in countries such as Sweden, Australia, Korea and China are certified by the national government, while psychologists with Ph.D. degrees and intern training experience in the USA are certified by each state (6, 7) . Although these issues cannot be resolved immediately in Japan, we propose that a gradual resolution can be reached by clarifying the role psychologists play in medical treatment, particularly in cancer treatment. Furthermore, it was found that psychologists do not adequately understand their own area of specialization. In the present study, the average number of years (+SD) of clinical experience and medical experience in the free response group was 10.2 (+8.8) and 9.1 (+8.5), respectively, but the average number of years in cancer care was shorter, with 3.1 (+3.3). Holland (15) reported that psychologists, traditionally trained to play a central role in the treatment of physically healthy individuals with psychological problems, faced the lack of a well-defined role in cancer care due to the absence of psychologically oriented peers, and a sense that 'one is an outsider working in someone else's specialty'. We think that psychologists who have less experience in cancer care confront similar situations in Japan. The 2012 Basic Plan for Cancer Control Measures states that psychooncologists and psychologists in cancer care should systematically receive education to provide psychological support for cancer patients and their families; however, no education system for psychologists in cancer care has yet been established in Japan. Furthermore, few studies have investigated the role of psychologists in hospices in Japan. Thus, the role and specialization of psychologist in cancer care is still unclear in Japan. In these scenarios, psychologists cannot expect other medical professionals to fully understand their field. This point also relates to the category of 'Psychologist's role and specialization' and 'Specialized support provided by psychologists', suggesting that specialized support provided by psychologists should be more firmly defined. The 'Collaboration with other medical professionals' category includes four subcategories. The first subcategory concerns the 'problems with the method of requesting psychologist cooperation'. These problems arise because other medical 
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Troubles and hardships in psychologists professionals turn to psychologists only after the patient's physical symptoms and psychological condition worsen. The second subcategory includes 'problems related to the palliative care team' (e.g. problems due to insufficient communication within the palliative care team), and the third, the 'problems of consultation and liaison work within the hospital', which result from a lack of adequate communication with other medical professionals. The fourth category encompasses the 'problems of communication between other medical professionals', including the lack of communication between non-psychologist medical professionals. When considering communication problems in the medical treatment, the first issue is that psychologists must know a common language if communication is to be possible (16) . Furthermore, psychologists' lack of medical knowledge has previously been identified by many physicians as contributing to problems in communication (9, 10 ). An understanding of the content of other medical professionals' conversations and what they record in medical charts is necessary for communication between medical professionals in the medical field. In other words, psychologists should understand the specialization of other medical professionals, just as other medical professionals should understand the specialization of psychologists. Efforts to communicate with one another will lead to active and appropriate referrals to psychologists. Belar et al. (17) proposed that psychologists in the USA need to collaborate with other medical professionals in hospitals and must be knowledgeable regarding formal and informal medical cultures, norms, mores and practices in health-care settings. Similarly, we feel it necessary for psychologists in cancer care to gain the support of other medical professionals in order to acquire these skills and knowledge. To this end, psychologists should attend and actively participate in case conferences with other medical professionals. Other medical professionals should support their joining. There are also adverse effects that occur when psychologists insist on staying within the unique framework of psychology. For example, other medical professionals on palliative care teams have reported a problem in information sharing among psychologists working in cancer treatment, as they tend to keep information and cases to themselves (1). This may foster an image of psychologists as a secretive or solitary worker. Matusno (18) has proposed the following five explanations for why psychologists cannot function effectively in the field of medical treatment, particularly in team-based medicine: (i) their lack of clinical experience in hospitals; (ii) their lack of basic medical education; (iii) their lack of being viewed as providers of therapy in the context of medical treatment; (iv) their lack of experience in team-based treatment and (v) their lack of knowledge on psychological techniques necessary in hospitals. The subcategories of problems listed under 'Collaboration with other medical professionals' are also linked to the points raised by Matusno (18) . For these reasons, psychologists must acquire at least a minimal level of medical knowledge and understanding of cancer treatment. Furthermore, they require training through specific case studies in order to facilitate collaboration with other medical professionals.
In the 'Specialized support provided by psychologists' category, subcategories included the following: 'difficulty of interaction with patients and their families', which relates to how psychologists deal with emotions of aggression and dissatisfaction in patients and family members, as well as how they interact with patients suffering from severe physical pain; 'inadequate provision of psychological support in cancer care' (e.g. difficulties in setting the objectives and goals of psychological intervention, deciding how and when to provide this care); 'problems related to death care'; 'the lack of medical knowledge' and 'the lack of psychiatric knowledge'. The last two subcategories are related to the previously cited problems in collaboration with other medical professionals, but these issues are also fundamental in the specialized support that psychologists provide. Acquiring basic knowledge on medicine, cancer treatment and psychiatry is a necessary precondition for psychologists working in cancer treatment and is the major foundation of education programs for psychologists in cancer medicine (1) .
On the other hand, the 'difficulty of interaction with patients and family', 'inadequate provision of psychological Jpn J Clin Oncol 2013;43(3) 291 support in cancer care' and 'problems related to death care' are specific to the psychological support provided in cancer treatment. Furthermore, psychologists involved in cancer treatment feel that, because it is difficult to establish a framework for psychological interviews, there are major difficulties in establishing a psychological support method that flexibly responds to individual situations. In reality, there is very little training for psychologists specific to cancer treatment, and this field is rarely studied in graduate school (19) . Recently, however, patients and family members have been using the Internet and books to acquire fairly detailed knowledge about their disease and treatment. The mental state of cancer patients changes as a result of physical condition, therapeutic course and treatment side effects. For these reasons, psychologists involved in cancer treatment must acquire knowledge about cancer treatment that they can then apply when providing psychological support (1) . Furthermore, by acquiring psychiatric knowledge, the psychologist can begin to provide specialized psychological support. If psychologists are not able to flexibly provide patients and family members with psychological support while taking into consideration their physical state, the extent to which they have been informed about their illness, the state of their therapy, their personal character, their family composition, etc., it will be difficult to improve the cancer specialization field within psychology (20) . According to Payne and Haynes (5), psychologists in palliative care are applied scientists, who are trained to work with individuals, couples and families, and provide a consultative service to healthcare staff, as well as bring a unique perspective to the assessment and treatment of patients. In the UK, all psychologists complete both academic and professional training, drawing on the knowledge of a wide range of psychological theories to explain and understand the cognitive, emotional and behavioral aspects of responses to illnessrelated issues. Some theories include specific psychological intervention, such as adjuvant psychological therapy for cancer patients (21) . Psychologists with Ph.D. degrees in the USA experience intern training (6) . In Japan, however, psychologists are trained in a university graduate school through poor educational curriculums in cancer care, etc., and are thus not fully prepared. In this regard, we think that concrete training through case studies in aspects of psychological support specifically tailored to cancer treatment would provide the foundation of educational programs for psychologists in cancer treatment in Japan. In other words, psychologists in Japan should acquire appropriate skills to provide psychological intervention suitable for cancer patient, as well as to offer accurate assessment of the mental state of cancer patients. To this end, the construction of an educational program geared toward improving psychologists' level of experience on a case-by-case basis will be necessary (e.g. clinical experience in medical treatment or in cancer treatment). The last category, 'Stress faced by psychologists', includes the following four subcategories: 'psychologist's isolation and anxiety' for not having people to consult with at the workplace or receiving insufficient support from other medical professionals; 'psychologist's internal conflicts' (e.g. psychologists cannot be involved in the care of many patients, or are unable to meet the demands of other medical professionals); 'psychologist burnout and helplessness' (e.g. the powerless feeling of psychologists unrecognized by other professionals) and 'psychologist self-improvement' (e.g. the desire to explore case studies in the cancer field, desire for an increase in the number of study and training groups or for a place to share information among psychologists). The 'psychologist's isolation and anxiety' and 'psychologist burnout and helplessness' subcategories are connected to the 'lack of clarity about the role psychologists are expected to play' and 'lack of clarity regarding the psychologist's specialization' mentioned above. We think that these issues emerge because psychologists' area of specialization in medical treatment is often unclear, leading to a lack of understanding from other medical professionals. Rieger et al. (22) suggested that a cohesive team approach entailing mutual respect and support between other medical professionals would mitigate the difficulties experienced by psychologists. In Japan, some psychologists feel isolation and anxiety, and do not have other psychologists to consult with at workplace; therefore, it is essential that other medical professionals communicate actively and try to understand the specialization of psychologists, or try to support them. On the other hand, professional networking among psychologists in cancer care is less mature than in other medical fields with highly advanced technology (11) , and 40% of psychologists in cancer care do not have seniors and associates in the field to consult with. Finally, we found that psychologists feel a need to engage in selfimprovement activities, as reflected in the desire to receive more opportunities for learning and training, supervision and/or peer review on the regular basis. Although recognized standards for education and training in clinical health psychology exist for those new to the field, the needs of psychologists already in the field who wish to develop more expertise in selected areas of practice have not been sufficiently addressed in the USA (17, 23) . In Japan, however, recognized standards do not exist even for those at the entry level of practice. Belar et al. (17) proposed that psychologists in heath psychology including cancer care should self-assess their readiness to provide psychological professional services before working in health psychology (17) . Along these lines, the National Cancer Institute and American Cancer Society websites provide information for self-assessing the readiness to deliver services to women with breast cancer. While a realistic option for a basic education program in Japan may involve creating an environment in which psychologists can study via E-learning based on their individual needs, the development of sorely needed systematic, sequential and comprehensive education programs is also essential.
There are some limitations to this study worth noting. First, we identified categories that represent troubles and hardships experienced by psychologist working in cancer
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Troubles and hardships in psychologists care, but did not go further to examine what psychologists find challenging, or to what extent. In the future, we plan to perform quantitative analysis of the degree of challenges faced by psychologists based on the results of this study. Secondly, although we describe the employment status of psychologists and their participation in a palliative care team, no investigation was performed in the present study to address these points. Thus, the future study should focus on these points, as well as other factors such as psychologist personality, experience and mental state.
